Abstract: This case report describes a 9-year-old male who presented to the emergency department with 2 days' history of left painful red eye. On initial examination, his outside medical records indicated that he had bilateral subluxated lenses and had undergone left eye lensectomy with glued intrascleral fixation of an intraocular lens 8 weeks earlier. Vision in left eye was poor from first postoperative day but with no undue pain or redness, and poor vision was attributed to possible vitreous bleed. Subsequent postoperative course was uneventful. He was discharged from ophthalmic care on topical steroids and antibiotic drops, one week postsurgery. The eye was healing well until he developed pain, for which ophthalmic care was sought. He underwent anterior chamber tap with intravitreal injections. Aqueous samples were positive for Staphylococcus aureus DNA by polymerase chain reaction. Post vitrectomy and implant removal, his recovery was good and vision improved to 0.50 LogMar with aphakic correction.
Introduction
Endophthalmitis is rare but serious complication of intraocular surgery and often causes severe visual impairment or even the loss of an eye. The importance of close postoperative follow-up in pediatric intraocular surgery cannot be overemphasized. This is essential for early recognition of signs and symptoms of infection and timely management.
Case report
This 9 year old male presented with a 2 day history of a red, painful left eye with poor vision. He had previously undergone a left lensectomy with intrascleral intraocular lens (IOL) fixation using fibrin glue, at another hospital, overseas. The indication for surgery was for a subluxed crystalline lens associated with Marfan syndrome.
The left vision remained poor from first postoperative day, attributed to a presumed vitreous hemorrhage, as there was no undue pain or redness. He was discharged from the hospital to his local ophthalmologist after 1 week with topical steroid and antibiotic drops. He was reviewed at 4 weeks postoperatively at which time his vision was perception of light/vague hand movements; he first presented to our unit when the eye became painful 8 weeks postoperatively.
On examination, the right LogMar visual acuity was 0.10 with a myopic correction and light perception on the left. There was a left relative afferent pupillary defect, and the right pupil was reactive while the left was fixed, unresponsive, and mid-dilated. Slit-lamp biomicroscopy demonstrated right superotemporal lens subluxation; the left eye was injected with associated conjunctival chemosis. The corneal section had healed and the sutures had dissolved, but there was marked corneal edema and haze. The anterior chamber (AC) had red blood cells with mild flare, but no hypopyon. The IOL was tilted and off-center with pupillary capture. Fundal examination was impossible due to the corneal haze. B-scan ultrasonography showed diffuse vitreous haze and choroidal thickening with a flat retina. The full blood count was normal.
The patient was given intravenous mannitol that lowered his intraocular p pressure to 20 mmHg. He had a surgical AC washout with ocular examination under general anesthesia. There was significant fibrin in the AC, purulent material filling vitreous cavity, and a necrotic retina fundal fibrotic tissue. An AC tap with intravitreal injection of vancomycin (1 mg/0.1 mL) and ceftazidime (2.5 mg/0.1 mL) was performed.
The initial Gram stain and culture was negative, but polymerase chain reaction revealed Staphylococcus aureus DNA. Postoperatively, the vision remained at light perception and the intraocular pressure remained high. A vitrectomy with implant removal, endolaser, and Silicon oil injection was then performed. The vision improved after this procedure, and the silicone oil was removed 4 weeks afterwards. At 6 months, his best-corrected left LogMar vision was 0.50, with an aphakic contact lens correction.
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Discussion
Increasing number of patients from the United Arab Emirates are seeking medical care outside their home country for a number of reasons. These include access to high-quality affordable health care with the private health care facilities and reduced waiting times. There are risks associated with such medical tourism such as concerns about the quality of medical and surgical care available, though there is no evidence supporting this. [1] [2] [3] One of the biggest risks of medical tourism is infection. 4 Postcataract endophthalmitis is widely reported, but was difficult to diagnose in this case, due to incomplete medical records. 5 In addition, it was difficult to evaluate the potential impact of factors such as variations in surgical technique, intraoperative antibiotics, surgical time, or complications during cataract surgery to the diagnosis of endophthalmitis. All of this was further compounded by the lack of postoperative follow-up and appropriate transfer of care.
Culture and microscopy with a Gram stain of aqueous and vitreous aspirates are traditionally used to diagnose postoperative endophthalmitis. 6 These are negative in around 30% of cases due to insufficient culture sample, or inadequate culture techniques. 7 Polymerase chain reaction identification of bacterial DNA has recently emerged as an effective diagnostic tool that has improved bacterial and fungal detection and identification, particularly in chronic, low-grade bacterial endophthalmitis. [8] [9] [10] As with our case, this allows for effective antibiotic targeting and surgical management.
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